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AUTHORIZATION TO RELEASE MEDICAL INFORMATION 
 
 

This authorization must be signed by (i) the covered person; (ii) the covered person’s parent, legal 
guardian, legal custodian, or other individual authorized by law to act on behalf of the covered 
person, if the covered person is a minor; (iii) the covered person's spouse, parent, committee, 
legal guardian, or other individual authorized by law to act on behalf of the covered person, if the 
covered person is not a minor but is incompetent or incapacitated; or (iv) the covered person’s 
treating health care provider acting with the consent of the covered person, the covered person’s 
parent, guardian, legal custodian, or other individual authorized by law to act on behalf of the 
covered person, if the covered person is a minor, or the covered person’s spouse, parent, 
committee, legal guardian or other individual authorized by law to act on behalf of the covered 
person, if the covered person is not a minor but is incompetent or incapacitated. 
 
 
Any health care provider of services or supplies, insurance company, or any other organization, institution 
or person that has a record or knowledge regarding the covered person named below and such person’s 
health, is hereby authorized to furnish to the Bureau of Insurance, or its designated impartial health entity, 
information concerning services or supplies provided or proposed to be provided to such covered person.  
 
If I am not the covered person listed below, I hereby certify that I am authorized by law to execute this 
authorization on the covered person’s behalf. 
 
This authorization is given for the purpose of conducting an external review of a final adverse decision 
made by a utilization review entity.  This authorization is valid for 90 days from the date below. 
 
 
Printed Name of Covered Person:    

Covered Person’s Date of Birth:    

Signature of Covered Person:    

Date:    
 

OR 
 
Other Authorized Signature:    
 
Date:              


